MAC BAR of sevoflurane. However, the fiducial 95% confidence intervals (CI) for the estimates of ED95 are relatively imprecise compared to the original report.
In conclusion, again the authors are to be commended on using a dose-varying methodology. Care must be taken when using regression methods to extrapolate point estimates beyond the data as collected and should not be assigned the same weight as median estimates.
M 
Concerns with complementary and alternative medicines

EDITOR:
It was sobering to read the results of the survey on the current management of patients taking herbal medicines in the UK which indicated that 90% of anaesthetists seldom or never asked about herbal medicine usage [1] . The authors described the level of knowledge of herbal medicines of a random 5% sample of practising members of the Association of Anaesthetists of Great Britain and Ireland as 'unequivocally poor'. We recently treated a 41-yr-old lady with stage 2B cervical cancer with radical chemo-radiotherapy which involved four general anaesthetics for high dose rate selectron brachytherapy. Her case illustrates a number of issues with respect to the use of complementary and alternative medicine (CAM) in cancer patients undergoing general anaesthesia.
An increasing number of patients now take CAM and a recent study found that more than 80% of patients treated at a cancer centre reported having used some form of CAM during their treatment [2] . It has also been shown that 75% of patients do not tell their doctor about their use of CAM, even while receiving conventional cancer treatment [3] . Some patients may not consider vitamins or herbs to be medicines and a detailed drug history must therefore be taken with the questions worded carefully. Our patient was found to be taking a total of 24 dietary supplements, 31 ayurvedic herbs and 1 injectable anti-cancer drug (not licensed for use in the UK).
Cancer patients are frequently in the older age group and may be taking multiple other concurrent medications. This results in the potential for interactions between CAM and conventional medicines including chemotherapeutic agents, and may also cause difficulties during anaesthesia. A high dose of antioxidant vitamin C is known to interfere with radiotherapy and this was discontinued before commencement of treatment. Important considerations with CAM from an anaesthetic standpoint are untoward cardiovascular effects, enhanced bleeding potential, interference with anaesthesia and hepatorenal toxicity [4] .
Patients use CAM in an attempt to increase the body's ability to fight cancer or improve physical and emotional well-being [5] . However, both therapists and Internet sales are difficult to regulate. Morris and colleagues found in a study in 2003 that 81% of the 443 Internet sites studied made illegal health claims about nutraceuticals (commonly used dietary supplements and herbal remedies) [6] . Our patient was taking a course of intravenous injections of an anti-cancer drug, not licensed for use in the UK and obtained at great cost from abroad. The Institute of Medicine in the USA has recommended recently that CAM therapy should be held to the same high standards of safety and efficacy as conventional medical therapies.
Although alternative treatments are biologically active and have the potential to interact with conventional treatments, doctors in mainstream medicine are not trained in the use of CAM and have had difficulty in accessing high-quality information in order to advise patients, provide safe care and an integrated approach to management. It would also Nerve-stimulator-guided repeated pudendal nerve block for treatment of pudendal neuralgia EDITOR: Pain syndromes of the urogenital and rectal area are poorly understood. They include vulvodynia, orchialgia, urethral syndrome, penile pain, prostatodynia, coccydynia, perineal pain and proctodynia [1] . The aetiology of this focal pain syndrome is not known [1] . Pudendal neuralgia, a frequent complaint in patients of either gender, should be considered in the differential diagnosis of long-term anoperineal pain [1] . The pudendal nerve is a somato-sensory nerve derived from the S2-S4 roots. It provides innervation to the anal, perineal and genital area. It also provides motor supply to the pelvic floor muscles. One treatment suggested for relief of pain from pudendal neuropathy was repeated pudendal nerve blocks. In this report, we describe the technical aspects of repeated pudendal nerve block using nerve stimulator guidance in two patients with genital and perineal pain, respectively.
Case reports Case 1
A 47-yr-old female presented complaining of severe burning pain localized in the vulvar area and also suffered from dyspareunia after hysterectomy at the age of 44 yr. This pain increased in the sitting position and resolved on standing, after a short walk, or on lying supine. One year later, the patient was still complaining of persistent pain exacerbated by bladder distension and constipation.
In order to evaluate her condition a computed tomography (CT) scan of the pelvis revealed an adhesion in the pelvis for which she had a lysis of adhesion. Following this operation the pain did not resolve. Another CT scan showed a left ovarian cyst and the patient had an oophorectomy.
Despite the use of topical steroids, non-steroids anti-inflammatory drugs, dextropropoxyphene, gabapentin (initially 300 mg three times a day rising to 3600 mg per day) for a 6-month period in addition to carbamazepine 10 mg three times a day for up to 6 months, no improvement was obtained. At this point, the patient was referred from her gynaecologist. Physical examination revealed severe static allodynia of the vulva involving the periurethral area, labia
